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RETAINED PLACENTA - Management

This LOP is developed to guide clinical practice at the Royal Hospital for Women. Individual patient
circumstances may mean that practice diverges from this LOP.

1. AM
« Delivery of placenta and membranes by 90 minutes of third stage of labour
« Prevention of postpartum haemorrhage (PPH)

2. PATIENT
«  Woman with third stage of labour not completed by 30 minutes, following a vaginal birth

3. STAFF
e Medical, nursing and midwifery staff

4. EQUIPMENT
« 16 gauge intravenous (IV) cannula
e Indwelling urinary catheter (IDC)
o 1L sodium chloride 0.9% bag (Normal Saline) containing 40 units of oxytocin (Syntocinon)

5. CLINICAL PRACTICE
« Convert to active management of the 3 stage in a woman who chooses physiological
management of the 3" stage if the placenta is not delivered in 30 minutes
« Initiate the following from 15 minutes (in woman who has had active management of 3" stage)
if the placenta has not yet delivered:
o Insert 16 gauge IV cannula, send full blood count (FBC) and group and hold (G&H)
o Commence 1L sodium chloride 0.9% with 40 units oxytocin (Syntocinon) at rate of
250ml/hr
o InsertIDC
o Re-attempt controlled cord traction (CCT)/Brandt-Andrews manoeuvre to deliver
placenta
« Activate Rapid Response System, if placenta is not delivered by 30 minutes of active 3" stage
of labour, to alert medical staff, expedite delivery of the placenta and minimise risk of PPH
o Escalate to Rapid Response System earlier at any stage there is increased vaginal bleeding
and/or compromise of the woman
« Book Manual Removal of Placenta (MROP) in Operating Theatre (OT) as ‘Urgent to be in
OT/Anaesthetic bay by 30mins from PACE’ and notify Obstetric Consultant on call
« Coordinate resuscitation under the lead of Anaesthetic Registrar
« Aim for delivery of placenta by 60 minutes from activation of 15t PACE call
« Monitor maternal observations (blood pressure (BP), pulse and respiration rate) every 5
minutes
e Monitor and measure (weigh) blood loss
« Notify blood bank for cross-match of 2 units packed red blood cells if blood loss is >1L
o Perform a coagulation profile (coags)and maintain intravascular volume with IV fluids if blood
loss >1L

MROP
e Assess for suitability of performing procedure in Delivery Suite (DS) or moving to Operating
Theatre (OT). Itis preferable to perform the procedure in the OT
e Consider (if planned in DS):
o Analgesia/Anaesthesia
Consent
Hemodynamic stability
Expertise
Access to adequate equipment, asepsis and lighting
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Perform under adequate anaesthesia in OT
Assess the woman in Anaesthetic Bay for consideration of regional anaesthesia if clinically
and haemodynamically stable
Administer broad spectrum antibiotics:
o Single dose of Cephazolin 1g IV PLUS Metronidazole 500mg IV
o If Penicillin allergic, single dose of Clindamycin 600mg IV PLUS Metronidazole 500mg
v
Perform MROP by credentialed Obstetric Registrar by:
o Prep and drape in lithotomy position with use of aseptic technique
o Follow umbilical cord until lower edge of placenta felt, with other hand over fundus for
control
o Separate edge from body of uterus and deliver placenta
o Ensure uterine cavity feels empty
Consider placenta accreta if total or part of placenta is very adherent and call Obstetric
Consultant to attend
Give uterotonics to ensure the uterus is well contracted:
o Continue 1L sodium chloride 0.9% with 40 units oxytocin (Syntocinon) at rate of
250ml/hr
o Ergometrine IV 250mcg and IM 250mcg
o Misoprostol 800mcg PR
o PGF2-alpha by intramyometrial injection
Consider placement of Cook Bakri Uterine Tamponade balloon if ongoing bleeding and
adequate uterotonics have been given

Postpartum Care

Keep patient warm

Maintain urine output of >30ml/hr

Ensure uterus remains firm, central and well contracted
Collect FBC and Coagulation studies if PPH >1L
Recommend Acute Care Centre bed if PPH >1L

DOCUMENTATION

Integrated clinical notes

ObstetriX

Operative notes

Partogram

Medication chart

Fluid balance and fluid order charts

7. EDUCATIONAL NOTES

According to World Health Organisation (WHO), retained placenta is diagnosed when the
placenta is not expelled within 30 minutes of delivery of the baby. The incidence of retained
placenta is 3.3% with this definition. The median duration of the third stage is 6 minutes. The
incidence of PPH significantly increases after 30 minutes of the third stage of labour
Retrospective data from RHW deliveries show that PPH >1L occurred 38% with retained
placenta whereas PPH >1L occurred 3.5% without retained placenta (i.e. relative risk of PPH
>1L with retained placenta was 10-11 times greater)

The frequency of retained placenta is increased in preterm delivery (gestation <37 weeks) and
markedly increased in very preterm delivery (gestation <27 weeks)

The use of oxytocin as part of the active management of the third stage of labour has been
shown to diminish bleeding in the third stage. However, once the diagnosis of retained
placenta has been made, no pharmacological treatment has been shown to be effective and
immediate manual removal of placenta should be considered
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e There are currently no randomised controlled trials evaluating the efficacy of antibiotic
prophylaxis to prevent endometritis after MROP with a vaginal delivery. The WHO recommend
giving single dose of antibiotics with MROP (Ampicillin 2g IV OR Cephazolin 1g IV PLUS
Metronidazole 500mg IV). The basis for this recommendation are that the antibiotics
recommended cover aerobic and anaerobic flora commonly seen in the genital tract, are
widely available, are inexpensive and safe and are used only at the time of the procedure to
reduce the bacterial load

8. RELATED POLICIES / PROCEDURES / CLINICAL PRACTICE LOP
Third Stage Management Following Vaginal Birth

Postpartum Haemorrhage - Prevention and Management
Preterm Labour - Diagnosis and Management

Balloon Placement for Uterine Tamponade

Massive Transfusion in OG (Code Pink)

Massive Transfusion Protocol (POW)

PACE Management of the Deteriorating Adult Inpatient

9. RISK RATING
e Medium

10. NATIONAL STANDARD
e CC — Comprehensive Care
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Management of Retained Placenta — Flowchart

FROM ACTIVE THIRD STAGE OF LABOUR!:

« INSERT 16G IV CANNULA, SEND FBC, G AND H

« INSERT IDC
o IV FLUID

MANOEUVRE

BLEEDING OR HAEMODYNAMIC CONCERN

. COMMENCE 1L NORMAL SALINE WITH 40 UNITS SYNTOCINON AT 250ML/HR

« RE-ATTEMPT DELIVERY OF PLACENTA WITH CCT/BRANDT-ANDREWS

o ESCALATE TO RAPID RESPONSE SYSTEM AT ANY STAGE IF INCREASED VAGINAL

/ IF PLACENTA NOT DELIVERED YET, INITIATE THE FOLLOWING AT 15 MINUTES \

|

/

N /
Ve Y
RETAINED PLACENTA DIAGNOSED
(PLACENTA NOT DELIVERED BY 30 MINUTES OF THIRD STAGE OF LABOUR)

AN J

!

ACTIVATE RAPID RESPONSE SYSTEM

]

\

OBSTETRIC REGISTRAR TO: \

« RE-ATTEMPT DELIVERY OF PLACENTA
« IF UNSUCCESSFUL, BOOK MROP:

o IN OT AS “"URGENT TO BE IN

CERS”

OT/ANAESTHETIC BAY BY 30MINS FROM ' .

o NOTIFY OBSTETRIC CONSULTANT ON
CALL

o ANAESTHETIC REGISTRAR TO |
/
COORDINATE RESUSCITATION /

| |

AROP IN OT: \

REGIONAL ANAESTHESIA MAY BE ATTEMPTED IF CLINICALLY AND
HAEMODYNAMICALLY STABLE (ASSESS IN ANAESTHETIC BAY)

PREP AND DRAPE, ASEPTIC TECHNIQUE
FOLLOW UMBILICAL CORD UNTIL LOWER EDGE OF PLACENTA FELT
SEPARATE EDGE FROM BODY OF UTERUS AND DELIVER PLACENTA
ENSURE UTERINE CAVITY FEELS EMPTY

IF VERY ADHERENT, CONSIDER PLACENTA ACCRETA AND CALL
OBSTETRIC CONSULTANT TO ATTEND

EXAMINE PLACENTA/MEMBRANES, SEND TO HISTOPATHOLOGY
GIVE UTEROTONICS TO ENSURE UTERUS WELL CONTRACTED

ADMINISTER BROAD SPECTRUM ANTIBIOTICS IN OT AS SINGLE
DOSE OF:

o CEPHAZOLIN 1G IV PLUS METRONIDAZOLE 500MG IV

> OR CLINDAMYCIN 600MG IV PLUS METRONIDAZOLE
500MG IV IF ALLERGIC TO PENICILLIN

/

v

AIM FOR DELIVERY OF PLACENTA BY 60
MINUTES FROM ACTIVATION OF PATIENT WITH
AcUTE CONDITION FOR ESCALATION (CERS)
CALL (90 MINS FROM BIRTH)

MONITOR MATERNAL OBSERVATIONS EVERY 5
MINUTES

MONITOR AND MEASURE (WEIGH) BLOOD LOSS

IF BLOOD LOSS IS >1L, NOTIFY BLOOD BANK FOR
CROSS MATCH OF 2 UNITS PRBC, PERFORM
COAGULATION PROFILE, MAINTAIN INTRAVASCULAR
VOLUME WITH IV FLUIDS

q DELIVER PLACENTA 1

FROM 15 MINS

AT 30 MINS

N

\

IN OT BY

30 MINS
FROM CERS
(60 MINS
FROM BIRTH)

By 60 MINS
FROM CERS
(90 MINS
FROM BIRTH)

[ POSTPARTUM CARE:
« KEEP PATIENT WARM

o MAINTAIN URINE OUTPUT >30ML/HR

WELL CONTRACTED
« SEND FBC AND COAGS IF PPH >1L

I « ENSURE UTERUS REMAINS FIRM, CENTRAL AND

« CONSIDER AcCUTE CARE WARD BED IF PPH >1L




